DSM-5 includes 2 competing models of borderline personality disorder (BPD) in Sections II and III. Empirical comparisons between these models are required to understand and improve intermodel continuity. We compared Section III BPD traits to Section II BPD criteria assessed via semistructured interviews in 455 current/recent psychiatric patients using correlation and regression analyses, and also evaluated the incremental predictive power of other Section III traits. In addition, we tested the hypothesis that self-harm would incrementally predict BPD Criterion 5 over the Section III traits. Results supported Section III BPD traits as an adequate representation of traditional BPD symptomatology, although modifications that would increase intermodel continuity were identified. Finally, we found support for the incremental validity of suspiciousness, anhedonia, perceptual dysregulation, and selfharm, suggesting possible gaps in the Section III PD trait definitions.
Despite widespread use in research and treatment settings, the DSM-IV criteria have never been universally accepted as the optimal representation of borderline symptomatology, and the literature includes several alternative conceptualizations (e.g., Gunderson, 2010; Livesley, 2011) . Many limitations of the traditional borderline personality disorder (BPD) diagnosis can be generalized to the entire PD classification system, such as excessive comorbidity, within-disorder heterogeneity, loss of subthreshold information, and diagnostic instability (e.g., Widiger & Trull, 2007) . Converging lines of evidence suggest that symptoms, traits, and dysfunction associated with PD vary continuously both within clinical samples and between clinical and nonclinical samples, and diagnostic problems are, in part, attributable to the arbitrary imposition of categories on dimensional phenomena (Livesley, Schroeder, Jackson, & Jang, 1994) .
DSM-5 introduced an alternative model of personality disorder (AMPD) with dimensional elements. Criterion A defines personality pathology as a disturbance in working models of the self and others (Skodol et al., 2011) . Criterion B outlines a system of 25 maladaptive personality traits that serve as PD descriptors (American Psychiatric Association [APA] , 2013). In the AMPD, BPD is defined by seven traits: anxiousness, depressivity, emotional lability, hostility, impulsivity, risk taking, and separation insecurity, of which four are required for diagnosis, and at least one must be hostility, impulsivity, or separation insecurity. Although the DSM-IV PD model ultimately was retained in DSM-5, the AMPD was published in Section III of the manual, titled "Emerging Measures and Models." Publication of two different models in the same manual encourages intermodel comparison, which is an essential step prior to completely replacing the old system (Anderson, Snider, Sellbom, Krueger, & Hopwood, 2014) .
The domain-level organization of the AMPD traits is consistent with extensive literature supporting dimensional models of maladaptive and adaptive personality (e.g., Krueger et al., 2011; Widiger & Simonsen, 2005) , such as the Personality Psychopathology Five (Harkness, McNulyt, & Ben-Porath, 1995) and the Five Factor Model (FFM; Gore & Widiger, 2013) . That said, although the process of assigning traits to disorders was influenced by evidence relating the DSM-IV PDs to the FFM (e.g., Samuel & Widiger, 2008; Saulsman & Page, 2004) , it ultimately was determined by expert consensus (i.e., workgroup members and 337 clinicians; Skodol, Morey, Bender, & Oldham, 2013 ). Thus, it is possible that some maladaptive traits relevant to personality pathology are missing from the AMPD altogether, and the particular assignment of traits to disorders requires validation (Simms et al., 2011) .
Given that the AMPD was intended to represent the pathological poles of normal personality (rather than to re-create flawed DSM-IV criteria; see Krueger, Derringer, Markon, Watson, & Skodol, 2012) , some intermodel discontinuity is to be expected. That said, BPD has served as a framework around which significant knowledge has been accumulated and treat-ment has been organized for the last 35 years (Gunderson, 2010; Livesley, 2007) . Thus, it is important that valuable information associated with the former model is accommodated by the new system (Livesley, 2007) . The six retained PDs might serve as an integration point; although they are defined by trait clusters as opposed to criteria, traits are embedded in the criteria, albeit to varying degrees depending on a particular criterion's level of abstraction (Livesley, 2007) . For example, hostility (Criterion 8) is essentially a trait, abandonment avoidance (Criterion 1) is a behavioral manifestation of a trait-like construct (i.e., insecure attachment; Livesley, 2007) .
Intermodel Comparisons
Several studies have compared self-reported BPD trait profiles from the Personality Inventory for DSM-5 (PID-5) with the DSM-5-II BPD diagnosis, and have demonstrated adequate continuity at the disorder-level (e.g., Hopwood, Thomas, Markon, Wright, & Krueger, 2012; Yam & Simms, 2014) . Additional studies have demonstrated continuity between clinician-rated trait levels and the traditional BPD diagnosis (e.g., Few et al., 2013; . Further, the two models' similar patterns of convergence with external criteria (Anderson, Sellbom, Sansone, & Songer, 2016) and the ability of the traits to differentiate BPD from other PDs (Bach, Sellbom, Bo, & Simonsen, 2016) represent additional evidence of intermodel continuity.
At the level of the traits, however, results are mixed. Several BPD-specific traits, such as risk taking (e.g., Hopwood et al., 2012; Yam & Simms, 2014) , anxiousness (e.g., Sellbom, Sansone, Songer, & Anderson, 2014; Yam & Simms, 2014) , and impulsivity (e.g., Sellbom et al., 2014) have demonstrated weak convergence with BPD. At the same time, non-BPD traits, such as suspiciousness (e.g., Anderson et al., 2014; Yam & Simms, 2014) and perceptual dysregulation Yam & Simms, 2014; ) have accounted for a significant portion of variance in BPD above and beyond the seven specified traits in regression analyses.
To date, two studies (i.e., Rojas & Widiger, 2016) have examined the relationship between individual BPD criteria and the AMPD traits in outpatient samples. Through a series of logistic regressions, identified several areas of discontinuity. First, anxiousness did not significantly contribute to prediction of any criteria. Second, identity disturbance (Criterion 3) and emptiness (Criterion 7) were not adequately represented by the PID-5 traits. In addition, suspiciousness, a non-BPD trait, significantly predicted relationship instability (Criterion 2) and paranoid dissociation (Criterion 9). Rojas and Widiger (2016) reported correlations of large effect size between the following four criteria and conceptually matched traits: abandonment (Criterion 1) and separation insecurity, impulsivity (Criterion 4) and both impulsivity and risk taking, affective instability (Criterion 6) and emotional lability, and anger (Criterion 8) and hostility. Further, the authors speculated that relationship instability (Criterion 2) and identity disturbance (Criterion 3) would most likely map onto Criterion A (self and interpersonal dysfunction, respectively), and that paranoid dissociation (Criterion 9) could be captured jointly by suspiciousness and perceptual dysregulation. This left self-harm (Criterion 5) and emptiness (Criterion 7), which were not well-covered by the AMPD.
Current Study
Taken together, findings from disorder-and criterion-level analyses have challenged the notion that the AMPD provides the optimal trait definition BPD. Given the relative shortage of criterion-level studies, we sought to replicate and extend the literature by comparing AMPD traits to BPD criteria in a sample of current or recent psychiatric patients. We sought to identify specific trait-criterion correspondences, thereby identifying strengths and weaknesses in intermodel continuity. In particular, we sought to identify BPD-specific traits that did not significantly contribute to capturing any DSM-5-II criteria, as well as criteria not captured by any BPD-specific traits. For poorly represented criteria, we considered additional traits from the AMPD. Further, given that the AMPD may be insufficiently comprehensive, we considered trait matches from an alternative model assessed by the Computerized Adaptive Test of Personality Disorder (CAT-PD) model (Simms et al., 2011) , which is similar to the PID-5 traits, but includes additional traits that likely are important to our understanding of BPD and other PDs (Yalch & Hopwood, 2016) . We sought to test the prediction that CAT-PD self-harm would incrementally predict BPD self-harm (Criterion 5) above any AMPD traits, thus extending the literature on trait representation of BPD.
Method
Participants and procedures. We used data from the CAT-PD project, a broader study designed to develop an integrative model and efficient measure of PD traits (see Simms et al., 2011) . Participants were recruited via flyers in mental health clinics across Western New York; the final CAT-PD sample included 628 1 participants with a M age of 43.2 years (SD ϭ 12.5) and was 64% female. Participants identified primarily as Caucasian (63%) or African American (34%); the remaining participants identified as American Indian or Alaskan Native (2%), Asian (0.5%), and Native Hawaiian or Other Pacific Islander (0.2%). The majority of the sample was either currently in treatment (80%) or had been within the last one (10%) to two (5%) years.
The present study was limited to a subsample of 455 participants (M age ϭ 42.1 years, SD ϭ 12.6) who completed all relevant measures. The subsample was majority female (65%) and Caucasian (68%), and differed significantly from the full sample in terms of age, t(626) ϭ 3.35, p Ͻ .01, with those excluded generally being older and race, 2 (4, N ϭ 624) ϭ 26.20, p Ͻ .01, with those excluded more likely to be African American, but not sex, 2 (1, N ϭ 627) ϭ 2.40, p ϭ .12.
Participants attended a one-time, 4-hr session at one of two University at Buffalo campuses, during which they completed a battery of self-report and interview measures. They were given a 10-min break midway through, and were compensated ($50 plus the cost of public transportation) and debriefed at the end of the 1 The total sample included 695 participants. Participants were excluded if (a) preliminary analyses indicated excessively inconsistent responding based on ad hoc inconsistency indices, (b) they had excessive missing data (i.e., more than 50%), or (c) they exhibited behaviors in session that suggested that their responses were not trustworthy (e.g., under the influence of substances). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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study. All procedures were approved by the Social and Behavioral Sciences Institutional Review Board at the University at Buffalo.
Measures.
Structured Clinical Interview for DSM-IV-TR Axis II Personality Disorders (SCID-II; First, Spitzer, Gibbon, & Williams, 1995). The SCID-II is a semistructured interview with two components, a self-report screening questionnaire and a follow-up interview. The screening questionnaire includes 121 items that are rated dichotomously and that map onto PD criteria; 15 items assess the nine BPD criteria (APA, 2000) . Individuals who screened positive for BPD were interviewed to confirm endorsed items and to assess whether general PD criteria were met. Interviewers (psychology graduate students or staff) received weekly supervision by a PhD-level clinical psychologist. Interviews were videotaped; 120 randomly selected interviews were independently rescored. Interrater reliability was strong, s ϭ .98 for BPD diagnosis and ranged from .88 (Criterion 3) to 1.00 (Criteria 1 and 4) for individual criteria.
PID-5 (Krueger et al., 2012).
The PID-5 operationalizes the 25 maladaptive traits from the AMPD with 220 self-report items. Items are rated on a four-point Likert scale from 0 (very false or often false) to 3 (very true or often true). Scale scores are means of associated items, with higher scale scores representing greater pathology. Internal consistencies in the current study averaged .87, range ϭ .75 to .96, across traits. Several recent studies have shown support for the construct validity of the PID-5 five-factor structure (e.g., Wright & Simms, 2014) .
Computerized Adaptive Test of Personality Disorder Static Form (CAT-PD-SF).
The CAT-PD-SF is a 216-item selfreport measure of 33 traits relevant to personality disorder. Items were chosen from the full CAT-PD item pool to maximize statistical and content validity. Responses are given on a 5-point scale from 1 (very untrue of me) to 5 (very true of me). For the present study, only scores on the self-harm scale were used. The self-harm scale has shown good internal consistency, alphas ϭ .87 and .86, respectively, in a community sample (n ϭ 1,268) and the patient sample (n ϭ 628) from which the current participants were drawn.
Results
Descriptive statistics. Endorsement rates for individual BPD criteria ranged from 40.9% of participants (dissociation [Criterion 9]) to 67.3% of participants (identity disturbance [Criterion 3]). The overall base rate of BPD based only on the SCID-II-PQ self-report was 53.4%. Following the interview, in which the general criteria for PD were considered, the base rate of BPD decreased to 26.2% of the sample. Ultimately, the more conservative interview data was used in all subsequent analyses.
Zero-order correlations. Zero-order correlations between the 25 AMPD traits and the nine BPD criteria are presented in Table 1 ; given the number of simultaneous tests, we set a significance level of p Ͻ .01 for all analyses. A pattern of mutual correspondence emerged for five of nine BPD criteria, such that the strongest trait correlate of a given criterion (within-column) was, in turn, most strongly predicted by that criterion (within-row). Five criteria paired with a BPD trait as follows: (a) abandonment avoidance (Criterion 1) and separation insecurity, (b) recklessness (Criterion 4) and impulsivity, (c) affective instability (Criterion 6) and emotional lability, (d) emptiness (Criterion 7) and depressivity, and (e) anger (Criterion 8) and hostility. Strength of these convergent correlations ranged from moderate (e.g., r ϭ .45 for abandonment avoidance) to strong (e.g., r ϭ .59 for affective instability). Relationship instability (Criterion 2) and dissociation (Criterion 9) paired most strongly with non-BPD traits (suspiciousness and perceptual dysregulation, respectively). Identity disturbance (Criterion 3) and self-harm (Criterion 5) did not follow this pattern of mutual correspondence.
Logistic regression analyses. For each of nine regressions, a single BPD criterion was regressed on the seven AMPD BPD traits in Block 1. Results (summarized in Hensher, Louviere, & Swait, 2000) . Results were consistent with the five trait-criterion pairings identified in correlation analyses, such that each trait remained the strongest predictor of its criterion match in a regression framework.
For those criteria whose strongest zero-order correlates were non-BPD AMPD traits, we ran the regressions again with a second regression block to evaluate the relative improvement in model fit. Namely, we regressed unstable relationships (Criterion 2) on the BPD traits plus AMPD suspiciousness, and dissociation (Criterion 9) on the BPD traits plus AMPD perceptual dysregulation. We also regressed emptiness (Criterion 7) on the BPD traits plus AMPD anhedonia, given that anhedonia's correlation with Criterion 7 rivalled that of depressivity. In all three cases, prediction was significantly incremented. We conducted a final hierarchical logistic regression in which selfharm (Criterion 5) was regressed on the seven BPD traits (Block 1), followed by the seven BPD traits plus CAT-PD self-harm in Block 2 (n ϭ 167; a subsample that completed all relevant measures). Results indicated a significant association between Criterion 5 and self-harm after accounting for the BPD-specified traits from the PID-5, ⌬ 2 ϭ 33.18, p Ͻ .01; indeed, the OR of 4.98 was the largest OR obtained in any of our analyses. Notably, the two top predictors in Block 1 (depressivity and emotional lability) were no longer significant in Block 2, suggesting that self-harm singly accounted for the variance associated with these two traits.
Discussion
The primary aims of this study were to (a) empirically map the seven DSM-5 Section III BPD traits onto the nine DSM-5 Section II BPD criteria, and (b) identify additional trait predictors of BPD criteria (either from the AMPD or CAT-PD). Although the present results support the proposed AMPD traits used to define BPD as an adequate representation of traditional BPD symptomology, we identified several modifications that This document is copyrighted by the American Psychological Association or one of its allied publishers.
may increase intermodel continuity between the traditional and alternative classification approaches. Connections between AMPD traits and DSM-5-II BPD criteria. The majority of BPD criteria demonstrated unique trait matches in correlational analysis. In regression analyses, the seven BPD-specific traits together captured a significant proportion of the variance associated with all nine criteria. Therefore, we echo previous disorder-level studies in concluding that the seven BPD traits likely represent a sufficient representation of the nine BPD criteria taken as a whole. That said, consistent with previous studies, risk taking was a relatively weak predictor; although significantly correlated with impulsivity (Criterion 4), it did not account for a significant proportion of unique variance when Criterion 4 was regressed on all seven BPD traits. Because risk taking's poor performance may, in part, be due to redundancy with impulsivity, it is possible that a more parsimonious trait model would include either risk taking or impulsivity, but not both . Also consistent with previous studies, anxiousness was a fairly weak predictor of abandonment avoidance (Criterion 1) in regression analyses.
Connections between additional traits and BPD criteria. Consistent with previous research, we found support for suspiciousness and perceptual dysregulation as additional BPD predictors, capturing variance associated with relationship instability (Criterion 2) and dissociation (Criterion 9), respectively. We also found support for anhedonia predicting emptiness (Criterion 7) as well as (if not slightly better than) depressivity. As for the two unmatched criteria (identity disturbance and self-harm), we return to the idea that criteria vary in the degree of abstraction. We suspect that identity disturbance (Criterion 3) is a higher-order construct; it is a form of personality dysfunction that results from a complex interaction between multiple traits. Thus, it may be captured by Criterion A of the AMPD rather than by specific traits per se, given that the BPD-specific Identity impairments outlined in the AMPD are strikingly similar to Criterion 3 (APA, 2013; Rojas & Widiger, 2016) . Self-harm (Criterion 5), on the other hand, is perhaps best conceptualized as a behavior, or characteristic adaptation, rather than a trait. Regardless of its trait status, self-harm is a central symptom, earning an average rating of "highly descriptive" of BPD by PD experts (Samuel et al., 2012) . The substantial increase in variance accounted for by the CAT-PD selfharm scale illustrates that the PID-5 does not optimally represent self-harm in the context of BPD.
Limitations and Future Directions
Several limitations to the study should be acknowledged. First, although we used a large clinical sample, most partici- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
pants were either Caucasian or African American Western New Yorkers, which may limit generalizability. Second, because the Level of Personality Functioning Scale (APA, 2013) had not been published at the time of data collection, we did not assess general self and interpersonal dysfunction as defined in AMPD Criterion A. Thus, our findings are not reflective of the AMPD model as a whole but only of Criterion B of that model. Third, given that criteria were rated dichotomously, convergence with the 4-and 6-point trait-rating schemes of the PID-5 and CAT-PD, respectively, might be underestimated in the study. Despite limitations, this study offers valuable contributions to the BPD intermodel comparison literature. Although most comparisons have been at the disorder-level, our more fine-grained analysis at the trait-criterion level should inform fine-tuning of the AMPD that both ensures thorough coverage of PD symptomology but minimizes traditional diagnostic limitations that have been identified in the PD literature. Furthermore, although our evidence in support of the value of traits outside the AMPD model (i.e., self-harm) is somewhat narrow in scope (we evaluated only one trait with respect to one criterion of one disorder) the implications may be far-reaching. By illustrating the efficacy of a CAT-PD trait to predict self-harm in BPD, we highlight the importance of alternative trait models in future PD research. We also highlight the importance of a diagnostic system to account not only for traits, but for distal manifestations of traits and behaviors or characteristic adaptations. Regardless of whether selfharm is a trait in the purest sense of the word, it is undeniably an important phenomenon that our diagnostic model of personality pathology should capture if it is to be clinically useful.
